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now retracted to expose the suture line, and if any gap
exist it is closed with catgut sutures. The upper flapis now sutured to the surface of the aponeurosis below
by continuous chromicized catgut suture (Fig. 3) and
the superficial fat and skin closed. The patients are
confined to bed from twelve to twenty days.
There are two modifications in the plan outlined
above for which I am indebted to Dr. A. J. Ochsner.
In the operation as originally performed the hernial
opening was incised laterally and the peritoneum was
separated from the upper flap, the lower being drawn
upward into a pocket. These steps are unnecessary.
The above-down overlapping method for the radical
cure of umbilical hernia I first presented in a paper be-
fore the American Academy of Railway Surgeons at the
annual meeting in 1898.* In a second paper read be-
fore the American Surgical Association in 19012 the
method was again brought forward. In a third article
Fig. 3.—Sutured aponeurotic and peritoneal structures.
on the same subject, read before the Surgical Section of
the American Medical Association at the annual meet-
ing in 1903/ some further experiences were dwelt on.
The object of this fourth communication is to call
attention to the ultimate results, as more than thirteen
years have elapsed since the first operation was done.
During this time one hundred and twenty-six umbilical
hernias and fully as many postoperative hernias, es-
pecially those following appendicitis and gallstone op-
erations, have been performed by this method,, almost
without a relapse.
Of the eighty-eight patients with umbilical hernia
1. Ann. of Surg., January, 1899.
2. Trans. of Am. Surg. Assn., 1901, and Ann. of Surg., May,
1901.
3. The Journal, July 25, 1903, 225.
who were operated on between 1894 and 1905 seventy-
five were traced. One had a partial relapse; her physi-
cian described it as a boat-shaped stretching at the site
of the former operation, but stated that it did not incon-
venience the patient. Another patient supposed to have
suffered a relapse was operated on and a second opening
found above and lateral to the closed umbilical opening.
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Keloid is a pathologic process of the skin, somewhat
doubtful as to its nosologic classification, but generally
looked on as a connective tissue neoplasm, closely allied
to, though separate and distinct from ordinary fibro-
mata. The name of this skin affection\p=m-\keloid\p=m-\was
first used by Alibert,1 and it should correctly be spelled
cheloid, being derived from \g=x\\g=h\\g=l\\g=h'\,a crab's claw.
The etiology of keloid to-day is still ill understood;
we do know, however, that this morbid process frequently
follows comparatively insignificant trauma of the skin
and that it appears to require a special susceptibility or
predisposition, either purely personal or racial, in the
individuals in whom it develops. Pricks of the skin
with small instruments, common needles or tattooing
needles have frequently been noticed as the starting
points of keloid formation. However, I have failed to
1. Maladies de la Peau, Paris, 1870.
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find in the literature reports of cases of the development
of multiple keloids in consequence of the habitual use
of the hypodermic syringe in morphinism.
In the Bureau of Science in Manila we observed
three cases of multiple keloids developed in habitual
morphinists, all short-term prisoners in Bilibid, the peni-
Fig. 1,—Photograph of patient in Case 1, front view of arms.
tentiary of the Philippine Islands, two of the patients
being full-blooded Chinese, one a Chinese-Filipino Mes-
tizo. In none of the cases could much of a history be
obtained. A suspicious Chinese prisoner is, of course,
not very liable to say much as to his history and morphin
Fig. 2.—Photograph of patient; in Case 1, front view of thighs.
habit. It is also a notorious fact that habitual morphin-
ists are absolutely unreliable as to veracity, not only with
reference to the use of morphin, but with reference to
anything. In other words, they are confirmed, colossal
liars. Hence, whatever history was obtained in any one
of the three cases is of no great importance, since no re-liance can be placed in it.
From inquiries it appears that some Chinese, starting
out first as opium smokers, later become addicted to the
habitual use of morphin hypodermically. The prepara-
tion employed in this manner is said to be a very inferior,
impure, crude morphin.
About two years ago Lyon and Wherry2 reported from
Manila a case of infectious dermatitis in chronic mor-
phinism, accompanied by an unknown diplococcus resem-bling M. gonorrheas. The authors describe this case as
occurring in a Chinese about 20 years old, a prisoner in
Bilibid, who had been addicted to the hypodermic use of
morphin, and who showed on the chest, arms and legs an
extensive ulcerative dermatitis. From the pus of the
skin lesions a diplococcus was obtained. From the histo-
logic description of sections of the ulcers it does not
appear whether or not the ulcerations were developed on
Fig. 3.—Photograph of patient in Case 1, back view of buttocks
and thighs.
the basis of primarily existing keloids. Evidently the
authors never suspected nor mentioned keloid formation.
Borst,3 in his extensive monograph on tumors, defines
keloid as follows:
Keloid presents itself as an exceedingly tough, callous, fre-
quently stellate, cicatricial tissue, forming elevated, narrow
ridges, bands, plates or nodules, of a reddish-white, shining
appearance. It generally develops on the base of a traumatism(after stabs, cuts and burns), and also apparently without any
preceding insult. Hence, formerly we used to distinguish be-
tween cicatricial keloid, apparently following traumatism, and
spontaneous keloid. In the case of the latter it was alleged
that the papillary body remained intact. This distinction has
with propriety been abandoned. Even if one concedes a certain
influence in the production of keloids to traumatism, it appears
2. American Medicine, 1903, vi, 401.
3. Die Lehre von den Geschwuelsten, Wiesbaden, 1902, i, 116.
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justifiable to look on an existing predisposition as the main
factor. Lubarsch in this connection justly points out the fact .
that the traumatic basis can not explain the liability of keloid
to reappear after removal.
Microscopically keloid shows a matrix composed of coarse
and homogeneous fibers with thick-walled vessels. The scanty,
narrow, spindled, cell nuclei are found arranged parallel be-
tween the fibers or attached to them. Masses of fibers, freely
interlacing with each other, contain lymph clefts. The state-
ment frequently made that the fibrous bands radiate rootlike
from the vessels I have not been able to confirm. The cica-
tricial keloid only rarely has the character of a true tumor; it
is generally to be looked on .as a specialized, hypertrophic,
cicatricial tissue.
Unna4 gives the following histologic definition of
keloid:
A fibroma limited to the cutis, perivascular in its arrange-
ment, running mostly parallel to the vessels and springing
"rom them, growing later, with atrophy of the vessels and cells,
Fig. 4.—Photograph of patient in Case 2, front view.
into a pure collagenous, uniform structure, compressing the
other constituents of the skin. Transitory keloid, which devel-
ops on the base of granulations or infective granulomata(lupus, syphilis) and other infectious inflammations (acne),
is distinguished from the persistent one, mainly by the fact
that the liability of the vascular adventitia to fibromatosis is
only transient. Thus these keloids never reach the last stage
of collagenous hypertrophy, from which there is no recovery;
they are not encapsulated, their lymph spaces are not de-
stroyed, and their cells and vessels do not completely atrophy.
Thus complete restitution is possible by simple absorption of
the fibrous mass; we have once more a simple scar, a simple
syphilide and so on. . . . But apart from these differences,
which are founded less in the act than in the condition, transi-
4. Histopathology of the Diseases of the Skin, English Edition,
New York, 1896, 842.
tory keloid is in no way distinguished from the first stage of
persistent keloid.
Hyde and Montgomery6 make the following state-
ments :
Authors have described two varieties of this disease, the
"true," "spontaneous" or idiopathic form, and the "false,"
"spurious" or cicatricial form which develops in the scar pro-
duced by a previous traumatism. There is no anatomico-patho-
Fig. 5.—Photograph of patient in Case 2, side view.
logic separation between the two, and it is highly probable
that all cases of so-called "spontaneous keloid" are instances
of development of the growth in regions of pressure, contusion,
traction or slight traumatism, that have not been recognized,
such as the wounds inflicted by mosquitoes.
The new formations of this disease are dense, generally elas-
5. Diseases of the Skin, Philadelphia, 1901, 6th Edition, 539.
Downloaded From: http://jama.jamanetwork.com/ by a University of Iowa User  on 06/08/2015
tic nodules imbedded in the corium, or projecting above the
level of the skin and firmly attached to it. . . . Slow of
evolution, they usually persist for a lifetime. . . . These
forms are whitish or reddish, globular or semiglobular nodules,
buttons or plaques, with roundish or ovoid outline; linear,
elevated striae, bands, ridges, resembling cords, ribbons, or
tapes, in irregular outline and disposition, or combinations of
two or more of these figures. . . . The lesions vary in
Bize from that of a small pea to that of a large saucer, the
largest including the outlying points of the limbs or radiating
ridges. Over them the skin is reddish or whitish in color,
smooth, hairless, and occasionally hypersensitive to pressure
and heat. Often small blood vessels transverse its surface. The
growth at times is also the seat of spontaneous pain. . . .
It is far more common in the colored than in the white races.
. .
. Cicatricial keloid resembles in its features the true
keloid described above and differs from it chiefly in the fact
that the cicatricial form is ordinarily preceded by sear forma-
tion, due either to disease or to injury. It thus follows the
lesions of zoster, variola and syphilis, as also traumatism of
all sorts, including those made by surgical operations and acci-
dents. The tumors, as a rule, spring directly from scar tis-
sue, and after reaching a maximum of development do not sur-
pass the limits of the original lesions; at times, however, the
Fig. 6.—Photomicrograph. Section from Case 2, showing keloid
fibers in epidermis. Low magnification.
growth slowly develops, as in spontaneous keloid, at a distance
from the original site of injury or disease. The origin of the
disease is exceedingly obscure. According to Langerhans, War-
ren, Kaposi and others, in all cases of true keloid, the papillary
layer of the corium and the interpapillary projections of the
rete mucosum downward are intact, the new formation being
strictly limited to the middle and lower portions of the corium,
in which there are numerous whitish, tendinous fibers of con-
nective tissue disposed for the most parallel with the surface
of the. rete mucosum. In cicatricial keloid these observers find
a partial or complete absence of the papillae and interpapillary
processes.
Babes, Croker and others, on the contrary, find that the
papillae and rete mucosum may be normal, modified or absent
in either form. Lymph vessels with proliferated endothelium,
compressed by longitudinal growth of the fibers, passing in
both vertical and horizontal planes, for the most part remain
patulous.
According to Fox :6
6. Photographic Atlas of the Diseases of the Skin, Philadelphia,
1903, 120.
Keloid occurs in both sexes and at any age. In the negro it
is notably common as compared with its occurrence in the
white race. Its hidden cause appears to be associated with
some individual predisposition of which we are ignorant. In
certain cases a keloid tumor is certain to develop wherever the
skin is cut, pricked or injured in any way. Many writers have
made a distinction betwen true and false keloid, claiming
that the former arisies spontaneously and that the latter devel-
ops on an injury to the skin. So far as we know, every keloid
may arise from some injury to the skin, although in very many
cases it is impossible to get any history of even the prick of
a pin or a scratch. Apparently idiopathic keloid and keloid de-
veloping on a cicatricial base (scar keloid) are one and the
same in nature. But every elevated and dense cicatrix is by no
means a keloid, simply because it may and often does subse-
quently become the seat of this disease.
Eavogli,7 who recently read a somewhat extensive paper
on the subject before the American Medical Association,
believes that the so-called true or spontaneous and the
cicatricial keloids are different, because between the two
kinds there are differences of a clinical and histologic
order. In the cicatrical keloid this author claims that
the fibers result in a granular mass in opposition
Fig. 9.—Photomicrograph. Section from Case 3, showing very
much swollen homogeneous keloid fibers. Medium magnification.
to the clean and neat fibers which are found in the spon-
taneous keloid. In cicatricial keloid, the papillary layer
shows no papilla?; in the spontaneous keloid the papillae
of the derma are well preserved. One of the important
features in the structure of the cicatricial keloid is the
nearly total absence of the elastic fibers.
Iwanow, according to Eavogli,8 believes that the de-
struction of the elastic fibers is the cause of multiple
keloid. Goldman also believes that keloid is the result
of the disappearance of the elastic fibers. According to
Eavogli's belief the growth of the connective tissue is
greatly increased by the loss of the elastic fibers. It
seems that the office of these fibers is that of maintaining
the connective tissues up to a certain degree of develop-
ment. The elastic fibers, when destroyed, are never
7. False or Cicatricial keloid, The Journal A. M. A., 1904, xliii,,
297.
8. Ravogli and those who believe that cicatricial keloid Is due to
the disappearance of the elastic fibers do, however, not at all explain
why this disappearance occurs.
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formed again. In the structure of the keloid all traces
of glands, hair, follicles, cutaneous muscles are lacking.
In the discussion of Eavogli's paper before the Ameri-
can Medical Association, Gottheil stated that every keloid
is cicatrical in its origin and that there is no such thing
as a spontaneous keloid. He has, besides, failed to find
any microscopic differences between the two varieties. D.
W. Montgomery observed a case of spontaneous keloid in
a negro. Microscopic examination showed the papillae
obliterated just as in true keloid. Moses and Heidings-
feld also believe that no differential histologic diagnosis
exists between false and true keloids. Heidingsfeld does
not believe the absence of elastic fibers to be the cause of
keloid formation. Tschlenow9 has quite recently col-
lected and critically gone over the literature of keloid,
and he sums up his views on the subject as follows:
1. Under the name of keloid we understand a particular skin
affection which, in some
regards, for the present,
until its etiology is bet-
ter known, must be clas-
sified as a neoplasm
among the new forma-
tions of the second group,
namely, the fibromata.
2. Among the group of
keloids have to be classi-
fied the so-called pri-
mary form called true
keloids and the second-
ary (cicatricial keloids).
The hypertrophic cica-
trix has to be excluded
from this group.
3. Clinical as well as
histologic findings show
that the former division
of the keloids into pri-
mary and secondary ones
is not justified, since
both divisions develop
according to a uniform
type. In spite of this
such a division may be
retained for the sake of
convenience from a clini-
cal standpoint.
4. The histologic
changes in keloids con-
sist in an increased pro-
liferation of the connec-
tive tissue along the
blood vessels of the cutis,
followed by secondary
changes and the simulta-
neous loss of elastic
iicsnp
Fig. 7.—Photograph of patient in
Case 3, front view.
5. It was formerly believed that the preservation of the
papillary body in primary keloid and its disappearance in sec-
ondary keloid could be used as a histologic differentiation be-
tween the two types. However, this view can not be upheld.
6. The etiology of keloid has not been cleared up.
7. As the main cause of the development of keloid we have
to consider a personal or race disposition which when present
causes the skin frequently to react by the formation of keloids
on a sometimes insignficant stimulus. This may also explain
the pronounced tendency of keloids to reappear after the re-
moval.
8. As to the pathogenesis of keloid, the vascular system un-
doubtedly plays an important part in their development. How-
ever, the minute details are not yet perfectly understood.
9. Ueber multiple spontane Keloide, Archiv f. Derm., 1904,
lxxii, 138.
9. Keloid is neither a cicatrix nor a simple hyperplasia and
is distinct in its histology from the infectious granulomata and
the fibromata. A satisfactory classification at the present time
is not possible.
10. The causes for the spontaneous arrest in the development
of keloid are not known.
11. The prognosis in general is very unsatisfactory.
12. The treatment requires a great deal of attention and
persistency and in general is highly unsatisfactory.
The three eases to be reported in this paper are the
following:
Case 1.—S. F., Chinese, aged 29, a peddler by trade, had
been sentenced to ten days' confinement in the carcel for doing
business without a license. He had been living, according to
his statement, for a number of years in Manila. He is a poorly
nourished man of average size.
History.—When asked how often and in what doses he had
used morphin hypodermically, he gave the following certainly
Fig. 8.—Photograph of patieni
in Case 3, side view.
astonishing account: He
has used morphin for
two years, lately inject-
ing one-half grain 28
times a day, divided as
follows: Four grains in
eight injections at 8 a.
m., five grains in 10 in-jections at noon, and five
grains in 10 injections at
8 p. m. He employed an
all-metal syringe. The
prisoner estimated the
amount used by the price
he paid for the drug.
His statements, of
course, are not at all
trustworthy.
Examination.—At the
time when he was ques-
tioned he had been in
prison about a week, he
was weak and nervous
and could hardly stand
on his feet. The skin of
the arms and thighs,
both in front and behind,
was covered with hard,
shining ridges, plates and
nodules (Figs. 1, 2, 3).
Here and there, particu-
larly at the posterior
surfaces of the thighs,
the nodules showed a
superficial loss of sub-
stance or shallow ulcera-
tion. There was, how-
ever,, nowhere a purulent
or even copious serous
discharge'. The keloid
character of the lesions was best marked on 'une anterior sur-
faces of the arms; here the ridges were stellate and they pre-
sented that appearance which has led to likening the lesion to
a crab's claw.
In this case a histologic examination of the keloids was
not made, since the prisoner, a day or so after the first
examination, was discharged and deported from the
islands. However, the lesions were so typical that there
was no doubt as to their keloid character, as a glance at
the illustrations from this case will show.
Case 2.—Q. T., a Chinese-Mestizo (father a Chinese, mother
a Filipina), said to be 16 years old, was sent to prison for a
short term for being found asleep in the streets.
Examination.—The young fellow when examined appeared
of average size and of normal development, except as to the
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external genital organs. Both the testicles and the penis were
very much undersized. Mentally the boy appeared exceedingly
dull, so that in spite of the presence of a competent interpreter
it was impossible to get any history out of him. However, he
admitted having frequently used morphin hypodermically for
over two years. The keloids, mostly consisting of nodules and
plates, were found particularly on the outer sides of the arms
and on the anterior and outer surfaces of ±he thighs (Figs. 4
and 5). They were hard, smooth and shining.
In Cases 2 and 3, pieces of tissue were obtained and at
once after removal placed in Zenker's solution. The
paraffin sections were stained with hematoxylin and eosin,
eosin and alkaline methylene blue and by Weigert's
method for elastic fibers.
The sections from the tissue in Case 2 (Fig. 6), re-
moved from the thigh above the knee, show in the outer-
most portion of the loose subcutaneous areolar connective
tissue some remnants of sweat glands. Above these sub-
cutaneous strata are masses of coarse homogeneous fibers,
arranged in bands and bundles, which run parallel to the
surface of the skin. These bundles interlace with each
other in such a manner that in general the deeper layers
appear to run at right angle to the upper layers and in
the sections the former are cut transversely and the lat-
ter longitudinally. Fairly numerous vessels with mod-
erately thickened walls are seen in the innermost layers
of the coarse fibers. The outer layers show few vascular
lumina. Elastic fibers are entirely absent where the tis-
sue is composed of the coarse, homogeneous, collagenous
fibers, but at the margin of the fibrous masses and in one
place near the surface of the skin, between two converg-
ing fibrous bands, they are encountered. In the keloid
tissue proper, sweat and sebaceous glands and hair folli-
cles are absent. The papillary layer is almost entirely
obliterated. Only here and there a very short stumpypapilla or two with correspondingly small interpapillary
pegs are seen. The epidermis in general is almost com-pletely flattened out. The Malpighian layer is normal in
extent, no karyokinetic figures are seen in its cells. The
stratum granulosum is narrow and its keratohyalin
scanty. The stratum lucidum and the stratum corneum
are broad. At the margin of the keloid mass proper,
hair follicles and glands are again encountered, but the
tissue here shows a round-celled subacute inflammatory
infiltration, composed of small round lymphoid, embryo-
nal fusifo1'n and a few plasma cells. Bacteria are not
encounterta in these marginal inflammatory areas.
Case 3.—A. L., Chinese, aged about 30, had been sent to
prison for one month in punishment of a petty theft. He is a
medium sized, strong built, fairly well-nourished man. He ad-
mitted having used morphin by the aid of the hypodermic
syringe for two years. Previously he had been an opium
smoker.
Examination.—All parts of his body accessible to the syringe,
with the exception of the face, head, hands and feet were cov-
ered with keloid nodules and elevations. They were found
from the clavicles downward to the ankles, on the inner and
outer surfaces of the arms from the shoulders to the wrists,
on the sides of the thorax, on the buttocks, on the anterior,
inner, outer and partly on the posterior surfaces of the thighs,
and over the calves (Figs. 7 and 8). The most profoundly
effected surfaces were those of the left arm, most probably on
account of having been most frequently used as the site, for
the morphia injections. Most of the keloids were round or el-
liptical, very firm elevations. Irregularly stellate ridges were
seen, however, on the outer surface of the left arm. The nod-
ules, ridges, etc., were smooth, moderately shining and of a
pale reddish hue. Some of them were covered with dried up
Bcabs. Others showed a very shallow, ulcerated surface.
Microscopic Examination.—Pieces of tissue were removed
from the outer surface of the left arm and from the left shoul-
der. Microscopic examination of the sections shows the fol-
lowing (Fig. 9) : In general the tissues are very much like
those from Case 2, though some points of difference are to be
noted. The keloid fibers are, on the whole, much coarser than
in Case 2, more swollen, more homogeneous. In some places
they do not reach up to the epidermis, and when they do the
papillary layer is fairly well preserved. Here also small rem-
nants of hair follicles are found. All epidermal layers, except
the stratum germinativum, are thin. Lymph clefts in the
keloid mass are more numerous than in Case 2, but in neither
of the cases is a proliferation of lymphatic endothelia demon-
strable. The inflammatory zone at the margin of the keloid
connective tissue mass is less pronounced than in Case 2. In
neither of the cases are the keloid fibers directly traceable to
the adventitia of vessels. Elastic fibers are absent in the area
of keloid connective tissue fibers. No bacteria are seen in the
sections.
CONCLUSIONS.
The most important and most interesting deductions to
be drawn from the observation and examination of these
three cases are:
1. The great multiplicity of the keloids and the vast
areas over which they occurred.
,2. Their common etiology, all three unmistakably de-
pending on the habitual use of the hypodermic syringe
for the purpose of injecting morphin.
3. The fact that Chinese, when habitually using hypo-
dermic injections of morphin, are apparently liable to
development of keloids. This is probably due to a racial
predisposition. It is perhaps proper to mention here
that, while opium smoking is very widespread among theChinese, the use of morphin by the aid of the hypodermic
syringe is not at all common among these people.
4. The result of the microscopic examination is in
accord with what has repeatedly been described as the
typical histology of the keloid. Several years ago I ex-
amined microscopically several cases of spontaneous ke-
loids. The sections from these cases are not now accessi-
ble, but I have the impression that there is no funda-
mental difference between the histology of so-called spon-
taneous and acquired keloid. The preservation or absence
of the papilla? of the derma, in the two types of keloids
in particular, is by no means an invariably present dif-
ferential feature; on the contrary, transitional stages are
occasionally found in either variety.
103 East Randolph Street.
ISOPRAL AND HYDRATED CHLORAL.
ROBERT A. HATCHER, Ph.G., M.D.
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NEW YORK CITY.
A student of materia medica can not fail to observe
that many substances come into notice, rise into popular
favor and sink back into obscurity, only to give place
to others which follow the same course. This observa-
tion should tend to make one conservative, but we are
so accustomed to brilliant discoveries, whereby the im-
possibility of yesterday becomes the accomplished fact
of to-day, that many of us have cast conservatism to the
winds and accept, with extraordinary credulity, the
statements of the charlatan, the falsifier and the self\x=req-\
styled investigator.
We are coming to appreciate the indecency of allow-
ing ourselves to be made the dupes and unpaid agents of
This article was read at the meeting of the Section on Medicine
of the New York Academy of Medicine on April 16, 1907
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